MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPANTMENT QF PUBLIC MEALTH AND WELFPAR

isteation Disi 003 STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No, _________» —«Primary Registration District No. ———-Registrar's No. 11614

ON THIS 5TUB

1. PLACE OF DEA ) A . 2. USUAL RESIDENCE (Where decesssd lived. |f instilution: Residence bafore
a. COUNTY - a. STATE Mi S8so0u IbiCOUNTY admiasion)
b. C(IJI"‘Y {If outiide corporate limlts, give TOWNSHIP only) Length aof atay in Th ¢. CITY Inside Limits
OR
o St LOLI.'LS, Mo, TOWN St. Louls Yes [J No [

€. FULL NAME OF [If NOT in hoaplral, give location) Inside Limits d. STREET {If gutside, giva lacatian) Reside on Farm
HOSPITAL OR ADODRESS

INSTITUTION St. John HOSP. Yo [T No [ 6044 Chlldr-ess Yo J No O
3. NAME OF DECEASED First Middle 4, DATE Manth Day Year

[Type ar print)
] Mary (Mayme) Nejlelski oiav  Nov, 24, 1963

5. SEX 6. COLOR OR RACE 7. Married [0 Never Married [] |8. DATE OF BIgTH | 9. AGE [last birthday} | IF UNDER ) YEAR IF UNDER 24 HR
female W.hi te widowed ¥ Divorced [ ?_3 1 _84 79 Manths Davys Hours I Min.
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSIRY| 11. BIRTHPLACE (City and stats or country) | 12. CITIZEN OF WHAT COUNTRY

flua'ﬁgosr of working life, even if retired) unk St . Loui 5 . MO . USA

13a. FATHER'S NAME 13b, MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Matthew Ferguson Nora Ryan Simon Ne jelski

15. WAS DECEASED EVER IN US ARMED FORCES? . 146, SOCIAL SECURITY NO. | 17. INFORMANT 6044 Chi]i%idg%’s . St . LOUi S , I‘io

wi . r f tetvig "
(Yas, rﬁar unknown}| {If ves, mﬁ whor datex o PII'S . Flari a Frar] k
18, CAUSE OF DEATH (Enter cnly one cause per |ine INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: « ONSET ’A D DEATH
IMMEDIATE CAUSE {a} i

Conditions, if |ny,} DUE TO (b)

VS 300
Rev. 4/ 59

DATE AMENDED

=20

—
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=
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v}
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which gave rise to
above cauze (a8).
stating the under-
Iying causa last

332%
DUE TQ (<]

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bt not related 1o the termined PART (1L, U decessed wat  female was
disease cpydition given in PART | {a) thara a prognanty In last 90 days.

ulumnaw4£r*\nhu51mc [D e | ggho | O unknown

9. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE I | 20b. DESCRIBE §OW INJPRY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.}
PERFORMED! a B ]
YES O NO
20c. TIME OF Hou Month, Day, Year
INJURY o.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 204. CITY, TOWN, OR LOCATION
WHILE AT WORK 1 farm, faciory, street, office bidg., efc.)
NOT WHILE AT WORK []

21, | anended the deceased from b_ = l o - G L2] fa. ‘ "-L L{—--'u'"d last saw w“ he = =

Death_occurind  at 1:1 5 D.M. m on the date stated above, and 1o the best of my knowledge, from the causes sfated.

22a. 5IGN r 22b. ADDR| Z2c. DATE SIGNED
—
___& / “'o/ s T T A
23a. BURIAL, CREMATION, | 23b. DATE 3¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cily, 1awd or county) (State)

REMOVAL {Specify)
removal 11-26-63 Mt. Olive Cem, Lemay, Mo,

A T Eagerat PoR . wo | N0V 25 1963 | Moad Al 110,

{Licensed Embalmar‘y Statement on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me,

or by _ O . Student Embalmer Neo.

‘working under my personal supervision. . v /'— . - )
o . -
Signed=~, _ﬁé“"'—j e fa"a’d"“""—' :

Student

Signature of Student Embalmer

Licensed Embalmer No. 4& ¢¢1 :

P. O. Address. 5 3 J .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hlS OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwmlng

I this body is not embalmed, fact should be so stated above.




